like to stress that the natural tendency is for the conditions to remit around the age of 7-9 years and we should bear this in mind when considering radical therapy such as tonsillectomy. Infections of the lungs and bronchi have quite a different age distribution, rising with age, this being accounted for by the appearance of chronic bronchitis which is so frequent in this country; in my own practice the incidence is around 30 per 1,000.
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I find that there is a characteristic rise in the incidence of upper respiratory tract infections every year at the same time, the 39th and 40th weeks, and this is quite unrelated to the prevailing climatic conditions, but it is related to the start of the winter term at schools. [January 20, 1956] The Epidemiology of Chronic Disease in South Wales SUPERFICIALLY it may seem odd that the Pneumoconiosis Research Unit devotes some of its time to the study of the prevalence of common diseases in two communities, but its evolution has really been very logical. It can be conveniently summarized in three steps:
(i) The realization that if you are studying pulmonary disability you must study all common pulmonary and cardiac diseases.
(ii) The realization that populations of working miners are selected populations, and that the only unselected population of miners and ex-miners is a complete mining community.
(iii) The realization, after studying the mining community in considerable detail, of the need of a standard with which to compare our results. As Sir Henry Dale said "So much of scientific medicine is comparative measurement". We therefore chose an agricultural area in the hope that the prevalence measurements made there would act as norms.
The two communities we are studying are those of the Rhondda Fach and the Vale of Glamorgan. The former is the smaller area (1) on the map (Fig. 1 ). It is a somewhat isolated (2) is a relatively unspoilt agricultural area surrounding the small market town of Cowbridge. The total population is about 6,000. It has a very low population density.
The idea of doing this work has been "sold" to the two communities on the basis that we would attempt to eliminate pulmonary tuberculosis from the area if they would in return help us to do research on other diseases which might be preventable in the future. This approach appears to have worked well as we have had excellent co-operation. The refusal rate in our numerous surveys has only rarely been above 10 % and has often been as low as 20%.
The work on the scientific side has also been co-operative. Most of the surveys have been carried out by the epidemiological and radiological teams, but we have had great support from our own colleagues at the Pneumoconiosis Research Unit, consultants in Cardiff, and Professor G. W. Pickering, Professor J. H. Keflgren, and Dr. W. R. Trotter.
Our objective is quite simply prevention, and as a first step in this direction we attempt to measure certain epidemiological indices. The measurement we most commonly make is that of prevalence.
The measurement of prevalence is to some extent an end in itself. Prevalence measures better than any other index the actual load on the community caused by the disease. From the point of view of prevention it can furnish clues as to etiology in two ways: (i) by establishing differences in prevalence of the same disease in different areas, or between different occupational groups in the same area; (ii) by providing a complete unselected Proceedings of the Royal Society of Medicine 8 population of a particular disease group whose characteristics can then be compared with a proper control group-and by "proper" control group we mean a group, free of the disease in question, of the same age and sex constitution as the group with the disease, chosen by some randorn process from the same population as that of the diseased group. We do think that this approach to the planning of comparisons between diseased groups and -controls is preferable to the more usual comparison between a selection of a particular disease group, attending a particular hospital at a particular time, and a volunteer group from the skin out-patients.
Prevalence measurements also serve as a baseline for forward-looking studies in which the rate of appearance (attack rate) of new cases is studied. Such studies take a long time and we have so far only completed measurements of the attack rate of tuberculosis and progressive massive fibrosis.
The technique we use varies a little for each disease, but in general we apply some screening test to the whole population or to the sample of it which we are investigating, and then apply more detailed tests to the section of the population picked up by the screening tests. For instance, a P.A. chest X-ray is the screening test for tuberculosis and bronchial carcinoma, a post-prandial urine test for diabetes, and a questionnaire for asthma. Standardized clinical tests are applied to those picked up by the screening tests. Some tests are completed in the home, some in mobile vans, some in local halls, and for some tests the people are motored to hospital.
We cannot, of course, study all diseases. We are limited in several ways. We only have one small team and can therefore only study small communities. We can therefore only study common diseases, i.e. those with an average prevalence greater than 1 per 1,000. We hope, for instance, to study the epidemiology of bronchiectasis, but consider disseminated sclerosis too rare. We do not altogether regret this limitation to common diseases. The medical profession pays far too much attention to rare as opposed to common diseases, in the same way as it is preoccupied with treatment at the cost of prevention.
We are also limited in another way. We do not consider it worth while making measurements for which it will be impossible to make comparable measurements in other areas. The critical point here is the reproducibility of the lowest level of diagnosis. This concept has led us into many studies of medical observer error, which start by amusing and end by depressing us. Practically, we believe that the diagnosis of mental disease is subject to too great an observer error to make prevalence measurements justifiable at present, and difficulties in reducing the observer error in the diagnosis of bronchitis have slowed down our work on this considerably.
A third but rarer group of limitations are ethical considerations. It sometimnes happens that one is tempted to apply some definitely unpleasant test to large numbers of people who would be most unlikely to benefit from the test or its results. A case in point is the bronchogram.' It would be very interesting to know the results of doing bronchograms on a random sample of people with normal chest X-rays, but we consider it would be incorrect to do this. Table I shows the list of diseases and conditions which are being studied in the two communities. [A series of slides were then shown, illustrating some of the results and some of the technical points that have emerged, such as: (1) The differences in prevalence of diabetes, asthma and tuberculosis in the two communities.
(2) The comparison between "known" and "unknown" cases in tuberculosis and diabetes. (3) The epidemiology of the Caplan syndrome. (4) The shapes of various age-sex specific prevalence curves, and the possible explanations of the differences. (5) The different results obtained when attempting to correlate X-ray category of pneumoconiosis with pulmonary disability according to the type of population that was investigated.]
We do not claim that this "community" approach is the only one to the epidemiology of the chronic diseases. Some things-can possibly still be learned by juggling with death-rates and comparing hospital patients with some type of out-patients, but we believe that much more can be learned from community studies.
